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COMPLAINT INVESTIGATION FORM 


If there is an issue with more than one veterinarian please file a 
separate Complaint Investigation Form for each veterinanlan 


PLEASE PRINT OR TYPE 


A. THIS COMPLAINT IS FILED AGAINST THE FOLLOWING: 


Name of Veterinarian/CVT: Qu. BEZOS Chey | Navy CA ic 
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*STATE LAW REQUIRES WE HAVE TO DISCLOSE YOUR NAME UNLESS WE CAN SHOW THAT DISCLOSURE WILL 
RESULT IN SUBSTANTIAL HARM TO YOU, SOMEONE ELSE OR THE PUBLIC PER A.R.S, § 41-1010. IF YOU HAVE 
REASON TO BELIEVE THAT SUBSTANTIAL HARM WILL RESULT IN DISCLOSURE OF YOUR NAME PLEASE PROVIDE 
COPIES OF RESTRAINING ORDERS OR OTHER DOCUMENTATION. 


C. PATIENT INFORMATION (1): 


Name: Zod 


Breed/Species:_ WO | Cora. |nader Wy 


age: _| wear Amntigsex,  _-_ Mate. Color: INywke. val merle. 


PATIENT INFORMATION (2): 
Name: 
Breed/Species: 
Age: Sex: Color: 


D. VETERINARIANS WHO HAVE PROVIDED CARE TO THIS PET FOR THIS ISSUE: 
Please provide the name, address and phone number for each veterinarian. 
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E. WITNESS INFORMATION: 
Please provide the name, address and phone number of each witness that has 


direct knowledge regarding this case. 
wis Laed\)- TATED 


Attestation of Person Requesting Investigation 


By signing this form, | declare that the information contained herein Is true 
and accurate to the best of my knowledge. Further, | authorize the release of 
any and all medical records or Information necessary to complete the 
investigation of this case. 


Signature: Te r 


Date: 412. Gh.) eee ee nee 


F. ALLEGATIONS and/or CONCERNS: 
, Please provide all Information that you feel is relevant to the complaint. This 
portion must be either typewritten or clearly printed in ink. 
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Makenzie Kurth, DVM 
Medical Director 

Queen Creek Veterinary Clinic 
20201 East Ocotillo Road 
Queen Creek, Arizona 85142 


May 5, 2021 


Tracy A. Riendeau, CVT 

Investigative Division 

Arizona State Veterinary Medical Examining Board 
1740 West Adams Street 

Suite 4600 

Phoenix, Arizona 85007 


21-130, In Re: Makenzie Kurth, DVM 


Dear Ms. Riendeau, 


“Koda” Tennyson presented to our clinic on Sunday, April 18, 2021 at approximately 9:00 a.m. 
We operate as a first come, first served, walk-in-only clinic on Sundays. Koda’s owner, Dana 
Tennyson, signed onto our wait list and was informed that there were approximately 25 patients 
ahead of her and that she would likely have a wait of several hours. Ms. Tennyson insisted that 
Koda was “bleeding out” and asked that we “triage” him. It is important to note that Ms. Tennyson 
claimed to be a human nurse and was using terms like “bleeding out,” “triage,” and “critical 
condition.” Those were not the terms our staff used except in the context of communicating with 
Ms. Tennyson. 


At Ms. Tennyson’s request, one of our technicians went out to the parking lot to observe Koda in 
her car because she refused to bring Koda inside our clinic. The first technician to observe Koda 
was Andrea Jewitt, who is a skilled surgery technician with three years of experience. Andrea 
walked to Ms. Tennyson’s car and saw that Koda had a laceration on his shoulder but nonetheless 
was bright, alert, and responsive. Andrea also observed that Koda’s gums were pink, he was 
breathing normally, and he was not actively bleeding. Andrea told Ms. Tennyson that Koda 
appeared stable and that she would need to wait for her turn to be seen. 


Ms. Tennyson was angry at this response and demanded that another technician “triage” Koda. 
We again complied with this request. The second technician to observe Koda was Sarah Torok, 
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who is also a skilled surgery technician and has four years of experience. Sarah also observed that 
Koda was bright, alert, and responsive. Sarah saw Koda was sitting upright, his gums were pink, 
he was breathing normally, and was not actively bleeding. Sarah also told Ms. Tennyson that Koda 
appeared stable and she would have to wait for her turn to be seen. Sarah also advised Ms. 
Tennyson that she could refer them to an emergency clinic if she felt Koda could not wait to be 
seen. Ms. Tennyson refused that offer and demanded to be seen at our clinic. Sarah then went 
inside and spoke with the attending doctor, Erin McGee, DVM. Dr. McGee instructed Sarah to tell 
Ms. Tennyson that we could bring Koda back into the treatment area for Dr. McGee to look at 
Koda and confirm he was stable to wait. Sarah returned to Ms. Tennyson’s car and told her that 
we could take Koda back to have a doctor confirm that he was stable to wait, but that if he was 
then she and Koda would still have to wait several hours. Ms. Tennyson declined our offer to bring 
Koda inside and advised that she would call other clinics while continuing to wait. 


At approximately 1:55 p.m., our receptionist, Judy Kellaway, called Ms. Tennyson to let her know 
that it was her turn to be seen. Ms. Tennyson was very angry and advised that she had left and 
gone to another hospital. Ms. Tennyson told Judy that she would be filing a lawsuit and/or board 
complaint. 


I was not the doctor on duty for this incident, but I happened to be in the building because | had 
been called in for an emergency splenectomy. When I overheard that Ms. Tennyson was 
threatening a lawsuit and/or complaint, I instructed our staff to create a file for this incident and 
record their conversations with Ms. Tennyson and their observations of Koda. All involved staff 
did so within 24 hours. A copy of that file, which is labeled “Patient Chart,” is attached to this 
letter. Neither the attending doctor, myself, nor any other doctor at our clinic had any direct contact 
with Ms. Tennyson or Koda on the day of this incident. No examination was performed on Koda, 
no diagnoses were made, no prognoses were provided, and no charges were incurred by Ms. 
Tennyson. As such, there are no medical records from our clinic associated with this incident. 


However, we have since received and reviewed medical records from AVECCC, which is the 
hospital where Ms. Tennyson ended up taking Koda after leaving our clinic. Those records are 
attached to this letter. Follow-up records from San Tan Animal Hospital are also attached to this 
letter. The records from AVECCC show that they performed an initial examination of Koda at 
4:23 p.m., which was hours after Ms. Tennyson left our clinic and went to AVECCC. Their records 
also note that, at the time of their initial examination, Koda was bright, alert, and responsive. He 
had a normal heart rate and rhythm, and his gums were pink and moist. There is no indication 
anywhere in their records that Koda was actively bleeding or that he was in any immediate life- 
threatening danger. 


Numerous claims made by Ms. Tennyson in her complaint are clearly false, as shown by the 
records from AVECCC. Notably, the AVECCC records do not state that Koda was in “critical 
care” or that he was “level | trauma,” as claimed by Ms. Tennyson in her complaint. Further, Ms. 
Tennyson has not spelled out what her actual complaint against our clinic is. She simply appears 
to have been dissatisfied with our wait time. Our clinic was extremely busy on the day of this 
incident and, at the time Ms. Tennyson came in, we were already engaged in another emergency 
surgery. We had two experienced technicians observe Koda to make sure he was stable to wait. 
We offered to have Koda brought back for a veterinarian to confirm that he was stable to wait and 
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offered to refer them to an emergency facility. We did everything we could to confirm that Koda 
was not in immediate, life-threatening danger and then to see him at the earliest possible 
opportunity. There is no evidence that Koda suffered any harm whatsoever from being asked to 
wait before being seen at our clinic, or that his outcome would have been any different had he been 
seen sooner. 


We understand that it can be alarming for a pet owner to see their animal injured and in pain, but 
Ms. Tennyson’s complaint is inaccurate, exaggerated, and unfounded. Her allegations are not 
supported by the facts and, even if they were, she has not alleged any conduct that would be a 
violation of A.R.S. 32-2201 through 32-2296 or the Veterinary Medical Examining Board’s 
Administrative Rules. As such, we respectfully request that this complaint be dismissed. 


Sincerely, 


Makenzie Kurth, DVM 
Medical Director 
Queen Creek Veterinary Clinic 
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VICTORIA WHITMORE 
- EXECUTIVE DIRECTOR - 


DOUGLAS A. DUCEY 
- GOVERNOR - 


ARIZONA STATE VETERINARY MEDICAL EXAMINING BOARD 
1740 W. ADAMS STREET, STE. 4600, PHOENIX, ARIZONA 85007 
PHONE (602) 364-1-PET (1738) * FAX (602) 364-1039 
VETBOARD.AZ.GOV 


INVESTIGATIVE COMMITTEE REPORT 


TO: Arizona State Veterinary Medical Examining Board 


FROM: AM Investigative Committee: Robert Kritsberg, DVM - Chair 
Christina Tran, DVM - ABSENT 
Carolyn Ratajack 
Jarrod Butler, DVM 
Steven Seiler 


STAFF PRESENT: Tracy A. Riendeau, CVT — Investigations 
Marc Harris — Assistant Attorney General 


RE: Case: 21-130 
Complainant(s): Dana Tennyson 
Respondent(s}: Makenzie Kurth, DVM (License: 6727) 


SUMMARY: APPLICABLE STATUTES AND RULES: 
Complaint Received at Board Office: 4/20/21 Laws as Amended August 2018 
Committee Discussion: 10/5/21 (Lime Green); Rules as Revised September 
Board IIR: 11/17/21 2013 (Yellow). 


On April 18, 2021, “Koda,” a 1.5 year-old male Corgi mix was presented to Respondent's 
premises with a dog bite wound. Complainant was advised that there were several pets waiting 
to be seen and it could be some time before the dog was evaluated. Complainant requested 
the dog be triaged as she felt it was an emergency. Staff complied; the dog was evaluated and 
deemed stable. 

Complainant was upset with the dog’s condition and wanted the dog to be seen 
immediately. Staff offered to bring the dog into the treatment area for a veterinarian to assess 
and if deemed stable, she would need to continue to wait. Complainant declined and took the 
dog elsewhere. 


Respondent is the responsible veterinarian for the premises. 


Complainant was noticed and did not appear. 

Respondent was noticed and appeared telephonically. Attorney David Stoll appeared. 

The Committee reviewed medical records, testimony, and other documentation as described below: 
© Complainant(s) narrative: Dana Tennyson 
© Respondent(s) narrative/medical record: Makenzie Kurth, DVM 
e Consulting Veterinarian{s) narrative/medical record: AVECCC; and San Tan Animal Hospital 


21-130, MAKENZIE KURTH, DVM 


PROPOSED ‘FINDINGS of FACT’: 


1. On April 18, 2021 (Sunday), at approximately 9:00am, the dog was presented to Respondent's 
premises, Queen Creek Veterinary Clinic and Pet Resort, for evaluation of a dog bite wound. 
Respondent explained that on Sunday’s they operate as a first come, first serve, walk-in only 
clinic. Complainant signed onto the wait list and was advised that there were approximately 25 
patients ahead of her and would likely have a several hours wait. Complainant insisted that the 
dog was bleeding and requested the dog be triaged. 


2. Since Complainant refused to bring the dog inside, technical staff went to her car to observe 
the dog. Ms. Jewitt went to Complainant's car and noted the dog had a laceration on his 
shoulder but was BAR. The dog's gums were pink, he was breathing normally, and there was no 
active bleeding. Ms. Jewitt told Complainant that the dog appeared stable and she would 
need to wait her turn to be seen. 


3. Complainant was upset and demanded another technical staff member look at the dog. 
Technical staff member, Ms. Torok, went out to Complainant's car and observed the dog sitting 
upright, pink gums, breathing normally and no active bleeding. Ms. Torok also told Complainant 
that the dog appeared stable and she would need to wait to be seen. Ms. Torok also advised 
Complainant that she could be referred to an emergency facility if she could not wait to be 
seen — Complainant declined and demanded the dog be seen. 


4. Due to Complainant's demands, Ms. Torok spoke with the attending veterinarian, Dr. McGee. 
Dr. McGee had Ms. Torok advise Complainant that they could bring the dog into the treatment 
area for her to evaluate and confirm the dog was stable to wait. Ms. Torok relayed Dr. McGee's 
statements stating that if Dr. McGee did deem the dog stable, she would still need to wait 
several hours. Complainant declined the offer and elected to call other premises while she 
continued to wait. 


5. At 1:55pm, Complainant was called and advised that it was her turn to be seen. Complainant 
was upset; she stated that she had left their premises and was at an emergency facility. 
According to Complainant, upon arrival at Arizona Veterinary Emergency and Critical Care 
Center (AVECCC}, the dog was immediately taken into the facility and was advised that the 
dog was in critical condition. 


6. According to AVECCC medical records, Complainant arrived at approximately 9:46am. The 
dog’s vitals were obtained and administered an injection of hydromorphone after 
Complainant's approval at 10:06am. The dog was not evaluated by a veterinarian until 4:23pm — 
treatment was recommended and the dog's incision was sutured under sedation. The dog was 
discharged that evening with pain medication and antibiotics along with instructions to have 
radiographs performed at the primary veterinarian. 


7. The following day, Complainant presented the dog to San Tan Animal Hospital where 
radiographs were performed and revealed no fractures or other issues. 
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21-130, MAKENZIE KURTH, DVM 


COMMITTEE DISCUSSION: 
The Committee briefly discussed that this was a case on the premises not meeting 
Complainant's expectation. The dog was triaged and determined to be stable at two veterinary 
locations; Complainant had to wait for the dog to be treated after she left Respondent's 
premises. 
COMMITTEE’S PROPOSED CONCLUSIONS of LAW: 
The Committee concluded that no violations of the Veterinary Practice Act occurred. 
COMMITTEE'S RECOMMENDED DISPOSITION: 

Motion: It was moved and seconded the Board: 

Dismiss this issue with no violation. 

Vote: The motion was approved with a vote of 4 to 0. 

The information contained in this report was obtained from the case file, which includes the 


complaint, the respondent's response, any consulting veterinarian or witness input, and any 
other sources used to gather information for the investigation. 


TR 


Tracy A. Riendeau, CVT 
Investigative Division 
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